INTRODUCTION
Colorectal cancer is the third leading cause of cancer death in both men and women in the Western world [1] . In China, the incidence of colorectal cancer is gra dually increasing and has become the fourth most fre quent cancer in women and the fifth in men [2] . Gene expressionbased subtyping is now widely accepted as a predictive model of survival, including the mutually exclusive RAS and BRAF pathways, as well as the Wnt pathway [3, 4] . In addition, increasing evidence indicates that patients with a leftsided primary (LSP) tumor have a survival advantage compared to those with a right sided primary (RSP) tumor, indicating that primary lo cation could be a predictive factor [5] . The distinguishing prognosis is ascribed to differences in biology, pathology, and epidemiology of colorectal cancer based on primary tumor location. LSP tumors arise from the hindgut at their embryological beginnings and are supplied by the inferior mesenteric artery, while RSP tumors arise from the midgut and are supplied by the superior mesenteric artery. There are also biological and molecular pathway variations between these two subtypes [69] . Due to the dissimilar genotype and phenotype of LSP and RSP tumors, the location of primary tumor has turned out to be predictive of outcome [10, 11] . Subsequent studies have found that RSP patients have an inferior outcome in firstline chemotherapy [12] , and targeted agents, such as antiepidermal growth factor receptor (EGFR) monoclonal antibody and antivascular EGFR monoclonal antibody, show differential efficacy in RSP and LSP patients [5, 13, 14] . Metastasis occurs in approximately 50% of patients during disease [15] . Without efficient treatment, me tastatic colorectal cancer (mCRC) patients who fail to respond to systemic chemotherapy only survive ap proximately 3.5 mo [16] . The survival benefit of third line chemotherapies is 4.510.5 mo [17] . However, inter ventional treatments are potential choices for mCRC patients. Transarterial chemoembolization and hepatic arterial infusion chemotherapy (HAIC) can achieve a higher local response rate than systemic chemotherapy and remain effective when patients have failed to resp ond to previous chemotherapy [18, 19] . Chemorefractory patients treated with HAIC can survive 7.719 mo [2023] . However, no studies have reported the relationship between the efficacy of HAIC and the primary tumor side. We gathered survival information on mCRC patients after HAIC in our center to clarify this issue.
MATERIALS AND METHODS

Study design and patient population
This was a retrospective analysis of the survival and
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Zhang HY et al . mCRC treated by HAIC WJGO|www.wjgnet.comefficacy of HAIC in mCRC patients. The primary criteria for inclusion were as follows: Pathological diagnosis of adenocarcinoma of the colon or rectum, inoperable liver metastases or contraindications for liver resection, systemic chemotherapy failure (experienced at least first-line chemotherapy previously), treated with HAIC in our center, and received tumor assessment after HAIC. Subject demographic variables examined included age, sex, and survival or censored data. Tumor variables examined included location, gene status, histologic grade (well, moderate, or poor), and extrahepatic metas tasis. Treatment variables examined included previous treatment, combined liver radiotherapy or radiofrequency ablation, and combined molecular targeted drugs.
RSP patients have a tumor site in the cecum, as cending colon, hepatic flexure, or transverse colon, while LSP patients present tumors in the splenic flexure, descending colon, sigmoid colon, or rectum. Disease eva luation was repeated every two cycles using computed tomography scans, and the Response Evaluation Criteria in Solid Tumors 1.1 criteria was applied. The primary endpoint of this study was the overall survival (OS) difference between RSP and LSP patients. Secondary endpoints were progressionfree survival (PFS) and efficacy of several different chemotherapy regimens. Our retrospective study was in accordance with the ethical standards of the Beijing Cancer Hospital Ethics Committee.
Statistical analysis
OS was defined from the first day of HAIC until death from any cause. PFS was defined from the first day of HAIC until the first objective observation of disease progression or death from any cause. The analyze categorical variables, which are reported as a proportion (%) of the overall cohort. The KaplanMeier method was used to approximate PFS and OS, and the significance of survival differences between separate subgroups was assessed using the logrank test. The Cox proportional hazards model was used to determine the univariate and multivariate hazards ratios for the study parameters. For all tests, a Pvalue < 0.05 was defined as statistically significant.
RESULTS
Patient characteristics
One hundred sixtyeight patients were included in this study between May 2006 and August 2015. The median age was 61 years (range 2785 years), and the last follow up day was July 5, 2016. Median follow up time was 17 mo. Among all patients included in this study, 138 patients died, 14 patients were lost during the followup period, and 16 patients were still alive. There were 135 LSP patients and 33 RSP pa tients. Extrahepatic metastases accounted for more than half of all patients (94/168). There were 17 KRAS mutation patients and 48 KRAS wild type patients among LSP tumors. There were eight KRAS mutation patients and seven KRAS wild type patients among RSP tumors. The baseline information of patients, dis ease, and treatment characteristics by primary tumor location are shown in Table 1 . Eightynine (65.9%) LSP patients were previously administered firstline systemic chemotherapy, and 46 (34.1%) patients were given secondline or subsequent therapies. Twenty four (72.7%) RSP patients received first-line systemic chemotherapy, and nine (27.3%) patients received secondline or subsequent lines of chemotherapy.
Patients were injected with 2040 mg epirubicin hydrochloride after routine arteriography by artery catheter, and iodipin was injected when obvious blood supply was found in the arteriography. Chemotherapy agents administered through the catheter after che moembolization included oxaliplatin (85 mg/m ). Treatments were repeated every three weeks. One hundred fiftythree patients received oxalipatinbased chemothe rapy, and only 15 patients received irinotecanbased chemotherapy. With respect to targeted therapy, 27 (20%) LSP patients were treated with bevacizumab; while another 13 (9.6%) were treated with cetuximab. In RSP patients, there were only two patients treated with bevacizumab and three with cetuximab.
No significant differences were found between RSP and LSP patients in terms of age, sex, tumor variables, or treatment variables ( Table 1) .
Efficacy of HAIC
The overall response rate was 28.9% in LSP patients and 27.3% in RSP patients. There were 0.7% complete response (n = 1), 28.9% partial response (n = 39), 47.4% stable disease (n = 64), and 23% progressive disease (n = 31) in LSP patients. There were 27.3% partial response (n = 9), 42.4% stable disease (n = 14), and 30.3% progressive disease (n = 10) in RSP patients The disease control rate was 76.3% in LSP patients and 69.7% in RSP patients.
Progression-free survival time
Most of the patients (n = 84) who progressed did so due to liver metastasis, while a small number of patients (n = 45) progressed due to the progression 433 WJGO|www.wjgnet.com (P = 0.155). The median PFS of RSP patients was 4.0 mo in liver progression (n = 16, 57%), 4.4 mo in ex trahepatic progression (n = 7, 25%), and 4.4 mo in both liver and extrahepatic progression groups (n = 5, 18%) (P = 0.986).
LSP patients who had only firstline systemic che motherapy exhibited a median PFS of 5.9 mo, and those who received second or more lines of treatment exhibited a median PFS of 4.6 mo (P = 0.001). RSP patients who had only first-line systemic chemotherapy exhibited a median PFS of 4.4 mo, and those who received second or more lines of treatment exhibited a median PFS of 2.3 mo (P = 0.018).
OVERALL SURVIVAL TIME
There were 112 out of 135 LSP patients and 26 out of 33 RSP patients who died during the followup period. The median OS from the diagnosis of CRC was 31.4 mo in LSP patients and 22.2 mo in RSP patients (P = 0.186). The OS after HAIC was 16.3 mo in LSP patients and 9.3 mo in RSP patients (P = 0.164) (Figure 2) .
The median OS after HAIC in patients treated with HAIC and bevacizumab was 22 mo, and patients treated with HAIC and cetuximab or HAIC only exhibited a median OS of 15.4 mo (P = 0.162). LSP patients treated with HAIC and bevacizumab had a median OS of 24.5 mo and 15.4 mo in the cetuximab arm (P = 0.053). No significant difference was observed between the bevacizumab and cetuximab arms. Only two RSP patients were treated with bevacizumab, and their OS was 9.3 mo and 13 mo. The three RSP patients treated of extrahepatic metastasis, and another 23 patients exhibited both liver and extrahepatic metastasis pr ogression. Median PFS of all included patients was 5.5 mo (95%CI: 4.96.0 mo). The median PFS was 5.7 mo (95%CI: 5.36.1 mo) in LPS patients and 4.2 mo (95%CI: 3.25.1 mo) in RSP patients, and no sig nificant difference was observed between these two groups (P = 0.851) (Table 2 and Figure 1) .
The median PFS of LSP patients was 5.5 mo in liver progression (n = 67, 54%), 4.7 mo in extrahepatic progression (n = 39, 31%), and 6.7 mo in both liver and extrahepatic progression groups (n = 18, 15%)
WJGO|www.wjgnet.com with cetuximab exhibited an OS of 2.6 mo, 3.8 mo, and 8.2 mo. The median OS in KRAS wild type patients (n = 55) was 16.6 mo, 13 mo in patients with KRAS mutation (n = 25), and 15.6 mo in KRAS status unknown patients (n = 88). In KRAS wild type patients, ten were treated with cetuximab and six with bevacizumab. The median OS of these two group were 11.5 mo and 22 mo, respectively (P = 0.087) ( Table 2) . Among all 48 LSP KRAS wild type patients, nine were treated with bevacizumab and eleven with cetuximab. The median OS of these two different treatments was 28.1 mo and 21.1 mo, respectively (P = 0.444). There were only seven KRAS wild type patients in the RSP group.
LSP patients who progressed by liver metastases had a median OS of 18.8 mo, progression of extrahepatic metastasis was 14.6 mo, and progression of both liver and extrahepatic metastasis was 13.7 mo (P = 0.771). RSP patients who progressed by liver metastases exhibited a median OS of 8.6 mo, progression of extrahepatic metastasis was 10.1 mo, and progression of both liver and extrahepatic metastasis was 9.3 mo (P = 0.885). No significant difference was observed in survival between liver metastasis only and extrahepatic metastases patients (P = 0.493).
A prognostic factor analysis showed that different infusion agents resulted in differential survival. OXAbased infusion chemotherapy (n = 153) resulted in a median OS of 15.8 mo, while CPT11based chemotherapy (n = 15) reached 22.8 mo (P = 0.518). Neither LSP nor RSP patients experienced a significant difference in this treatment variable. Among all factors considered, primary tumor histology, radiofrequency ablation or liver radiotherapy, normal serum CA199 levels, and response to HAIC were protective factors associated with OS (Table 3) .
DISCUSSION
Differences in survival resulting from differences in biological behavior were examined in LSP and RSP patients. In our study, we analyzed the survival data between patients with LSP tumors and those with RSP tumors after HAIC in mCRC in our center. When comparing PFS between LSP and RSP patients, no obvious advantages were found in LSP patients; however, a trend did exist. These results suggest that combined hepatic arterial infusion (HAI) does not change survival in patients with liver metastasis from either LSP or RSP colorectal cancer, which is inconsistent with the survival data for mCRC patients who undergo hepatic metastasis resection. Patients treated with hepatic metastasis surgery exhibit an OS similar to LSP and RSP patients after liver metastasis. However, this result was based on retrospective analysis, and patient selection bias was likely to have influenced the outcome. We cannot conclude that local treatment of liver metastasis reverses the worse prognosis in RSP patients.
In systemic chemotherapy, one of the most important prognostic factors is the use of molecular targeted drugs, especially with respect to differences between anti EGFR and antivascular endothelial growth factor monoclonal antibodies. However, an interesting phenomenon was found in our study wherein the OS of LSP patients was significantly better in those treated with bevacizumab than in those treated with cetuximab, and the OS of RSP patients exhibited the same trend. This phenomenon is completely opposite to data concerning systemic chemotherapy in both LSP and RSP patients. Possible reasons for these discrepancies include the following: The optimal dose of bevacizumab and cetuximab in HAI treatment has not been clearly verified; only a few cases were treated with cetuximab; only KRAS genotyping was performed
WJGO|www.wjgnet.com Table 2 that irinotecan is superior to oxaliplatin in HAI treatment. However, it is worth noting that, as a secondline or subsequent treatment, HAIC obtained close to 30% objective remission rates in both LSP and RSP patients when most patients had previously received oxalipatin.
The overall response rate observed in this study was obviously superior to secondline systemic chemotherapy and was similar to systemic therapy treatment using FOLFOX and bevacizumab (E3200) [24] , suggesting that HAIC treatment might be superior to systemic cytotoxic chemotherapy in secondline conversion therapy for mCRC.
In conclusion, for HAIC treatment of mCRC, the survival of patients with left colon cancer remains bett er than that of right colon cancer patients. Subgroup analysis showed that bevacizumab might be superior to cetuximab, especially in leftsided colorectal cancer liver metastasis. However, further study is needed on the optimal dosage and mode of administration of molecular targeted drugs for HAIC treatment. Both oxaliplatin and irinotecan achieve considerable objective remission rates.
ARTICLE HIGHLIGHTS
Research background
Previous studies have shown that left-sided colorectal cancer has a better survival prognosis than right-sided colorectal cancer. However, whether this prognosis difference is also present in liver metastasis colorectal cancer (CRC) patients treated with hepatic arterial infusion chemotherapy (HAIC) is still unknown.
Research motivation
Our study attempted to analyze for the first time, whether there would be a difference in survival and overall response rate in liver metastasis CRC patients 436 instead of testing all RAS genes; and HAI treatment was not a firstline treatment in our study. Another study reported that RAS gene mutations might be influenced by previous treatment. However, in LSP patients, bevacizumab treatment showed an obvious advantage compared with cetuximab, and this advantage could even be observed in RAS wildtype patients. This demonstrates that in HAIC treatment, especially in left sided colorectal cancer liver metastasis, bevacizumab is superior to cetuximab.
In comparison with cytotoxic agents, irinotecan seems superior to oxaliplatin in OS after HAI treatm ent. However, in firstline treatment of all patients, the vast majority received oxaliplatinbased systemic chemotherapy, so the data could support the conclusion WJGO|www.wjgnet.com 
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